With interest we read the article by Sutherland et al. \[[@CR1]\] in which they reported their initial experience with transhiatal robot-assisted total esophagectomy in 36 patients with esophageal cancer. Seven (19.4%) patients had postoperative incarcerated hiatal hernias and of those seven patients one died due to complications of the hernia repair. According to the authors, because the mediastinal dissection is done via laparoscopy, the hiatus is extensively dilated by the angles of the robotic arms, thereby increasing the risk of postoperative hiatal hernia. They therefore recommend performing a primary closure and reinforcement with mesh sutured to the gastric wall.

In 2009 we published the largest series of robot-assisted thoracolaparoscopic esophagectomies (RTE) \[[@CR2]\]. We have performed this procedure in more than 140 patients. Minimally invasive esophagectomy substantially reduces blood loss and postoperative hospital and intensive care stay compared to open esophagectomy \[[@CR3]\].

We adhere to the combined thoracic and abdominal approach to provide optimal oncological clearance. To date, the largest study that compares transhiatal with transthoracic surgery showed an important trend toward improved survival after transthoracic esophagectomy \[[@CR4]\]. The survival benefit is attributed to a more extensive lymphadenectomy in the mediastinum. Furthermore, studies have shown that distal esophageal carcinomas frequently metastasize to lymph nodes in the upper mediastinum \[[@CR2], [@CR5]\]

We have not experienced any postoperative hiatal hernias in our patients so far. In our opinion, this is the result of performing the mediastinal dissection of the esophagus and surrounding lymph nodes through thoracoscopy instead of through the diaphragm. During the laparoscopic phase of RTE, the stomach is mobilized, regional abdominal lymph nodes are dissected, and the esophagus is pulled out of the mediastinum. By performing the mediastinal dissection thoracoscopically, the integrity of the hiatus is preserved and no incarcerated hiatal hernias will be encountered postoperatively. In this way, the above-mentioned recommendation of the authors can be abandoned. We would encourage Sutherland et al. to continue performing robot-assisted esophagectomies and to experience the many advantages of the robot-assisted thoracoscopic approach.
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